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Dear Dr. DeBuono:

On behalf of the Public Health Priorities Committee, | am pleased to present Communities Working
Together for a Healthier New York; Opportunities to Improve the Health of New Yorkers.

The primary goal of this report is the prevention of the leading causes of disability, morbidity and
premature mortality in New York State by setting health objectives for the next decade. In preparing
this report, the Committee sought broad input from New York’s communities by holding six regional
workshops during which participants discussed the leading health problems in their communities.
Over 1,400 persons attended these meetings. The Committee also received comments from the public
via electronic and hard copy mail and a toll-free telephone line, and consulted with state and local
public health officials from New York and other states. Information about the current health status of
New Yorkers and progress towards the national health objectives in Healthy People 2000 were carefully
considered in the process of setting New York’s objectives.

Across the state there was enthusiastic interest and support for the priority-setting process. The input
from the community was extremely valuable and is reflected in the community focus of the report.
The Committee also received strong support from the many staff who worked hundreds of hours to
make this report a reality. The Committee expresses their deep appreciation for their great energy,
insights and expertise. This support and commitment of staff to the work of the Committee formed a
seamless effort without which this report would not have been possible.

This report calls upon all New Yorkers to work together to improve our health. I trust that the
enthusiasm that was apparent during the regional workshops throughout New York will build as we
undertake the challenging opportunities presented in this report. | look forward with great anticipation
to working with you and the Department of Health on addressing these important public health
priorities.

Sincerely,

Sy d i)

Mary E. Hibberd, MD, MPH
Chair

Public Health Priorities Committee
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Communities Working Together
for a Healthier New York

Opportunities to Improve the Health of New Yorkers

Summary

Improving the health of New York’s
communities is essential for the future of our
state. Although New York has been successful
in decreasing disease, disability, and
premature death throughout this century,
there is a critical need for further action to
improve the health of New Yorkers.
Recognizing this opportunity, Commissioner
of Health Barbara DeBuono, M.D., M.P.H
asked the New York State Public Health
Council to recommend priority areas for
public health action in New York for the next
10 years. This report presents these
recommendations.

In developing this report, the Council
appointed a 19-member Public Health
Priorities Committee to seek statewide input
and to recommend health objectives for
New York. The Committee held six regional
workshops across the state during May 1996.
More than 1,400 New Yorkers participated in
these meetings, discussing the most serious
public health issues in their communities, the
underlying causes of these problems, and
interventions that could be most effective.
The Committee also received input from state
and local public health professionals and
other New York agencies, surveyed other
states for their experiences in identifying
health objectives, and reviewed indicators of
New York’s current health status in
comparison with those of the rest of the
nation and with the national Healthy People
2000 objectives.

With this report, the Committee’s overarching
goals are to focus community attention and
stimulate action in those areas that can lead
to the most significant improvement in the
functional lifespan of all New Yorkers and
reduction in health disparities among our
citizens. In identifying the health priority

areas, the Committee relied heavily on the
input received at the regional workshops and
was guided by the following five principles:

1. Local communities can have the greatest
impact on health by intervening in the
causes of poor health, rather than focusing
on the health problems themselves.

2.The greatest improvements in health can be
achieved in areas where there are effective
interventions that involve the entire
community and the individual.

3.The priority health areas must address
those conditions that result in the greatest
morbidity, mortality, disability and years
of productive life lost.

4.The priority health areas should reflect
problems of greatest health concern to
local communities.

5.Progress should be measurable through
specific, quantifiable, and practical
objectives.

The Committee identified the following 12
priority areas for public health action (listed
alphabetically, not by importance):

+ Access to and Delivery of Health Care
» Education

* Healthy Births

» Mental Health

* Nutrition

 Physical Activity

+ Safe and Healthy Work Environment
+ Sexual Activity

* Substance Abuse: Alcohol and Other Drugs
+ Tobacco Use

+ Unintentional Injuries

* Violent and Abusive Behavior

1



Each priority area chapter in this report lists
one or more specific objectives to be used as
measures of progress during the next decade.
These objectives should be viewed as sentinel
indicators of how well New York is achieving
healthier communities, not direct measures of
all the major causes of death, disease, and
disability in New York.

This report is directed to local communities,
where public health problems are often best
addressed. For the purpose of this report,
“‘communities” can be considered to be

New York counties, although in certain
regions of the state, several counties with
similar public health challenges may develop
a multicounty “community” approach, and in
other regions, communities within one county
may each focus on different public health
challenges.

With an emphasis on local
community action to effectively
address the underlying causes of
poor health, this report uses a
nontraditional framework for setting
priorities.

For example, the Committee recognized the
paramount importance of such diseases as
AIDS and coronary heart disease, but chose
to address them by focusing on their
underlying causes rather than by making
each disease a priority (for example, unsafe
sex and substance abuse address the
transmission of AIDS, and poor nutrition and
physical inactivity address heart disease). For
similar reasons, this report is not organized
according to traditional subspecialties within
the field of public health. There are no
chapters dedicated to infectious disease,
environmental health, or chronic disease.

Even the chapter on a safe and healthy work
environment encompases more than the
traditional field of “occupational health.” The
emphasis is on broad, crosscutting prevention
strategies involving everyone in a
community, rather than on narrowly defined
responsibilities of public health subspecialists.
Nevertheless, the Committee also recognized
the essential role of public health
professionals and the need to maintain and
strengthen the ability of state and local
health departments to fulfill their essential
role in all areas of public health (see chapter
on “The Essential Public Health
Infrastructure”).

This report calls upon communities to
become more involved in promoting the
health of their residents and individuals to
learn how they can improve their own health
and that of their community. Successful
intervention in each of the 12 priority areas of
opportunity will require active support and
involvement by many community players. In
each chapter, there are examples of actions
that may be taken by different players to help
achieve specific objectives. By working
together, players in a community can be far
more effective than by working alone.

Communities have made great strides in
improving public health. It is the Committee’s
hope that this report will encourage all

New Yorkers to work together to build on this
progress. Action at the community and state
level is necessary if we are to succeed. The
Committee has included a number of
recommendations for the community and
state to guide this process.

With all communities working together, we
will achieve a healthier New York.



Background and Overview

Introduction

The steady improvement of our
communities’ health is essential for
the future of New York.

If New York is to continue as a desirable place
to live and raise families in the 21st century, if
New York is to enhance its competitiveness in
national and international markets, if

New York is to retain its international stature
in business, education, the arts, research and
development, and in short, if New York is to
ensure the steady creation of opportunities
for its citizens, all New Yorkers must be as
healthy as our knowledge, technology, and
commitment permit.

The steady improvement of our
communities’ health is achievable in
New York.

New York's tradition has been to be at the
forefront in promoting health and preventing
disease. In the early part of this century, a
major cause of infant mortality was diarrheal
illness resulting from impropetrly handled
milk. By establishing baby health stations in
communities where mothers could obtain
affordable pasteurized milk and instruction in
proper infant care, New York City succeeded
in drastically reducing infant mortality. This
innovative approach quickly spread
throughout the country and the world and is
now recognized as a landmark in the history
of the child health movement. New York was
also the first to institute universal screening of
newborns for sickle cell disease, now
considered routine public health practice.

Through commitment to public health action,
New York has achieved major reductions in
diseases and premature deaths. We have
eliminated polio and smallpox, and have
virtually eliminated measles, which used to
afflict nearly 50,000 children in New York
each year. We have reduced the death rate
from heart disease by 15 percent since 1980;
have reduced infant mortality from 11 per
1,000 babies born in 1984 to 8 per 1,000 in
1993; have reduced maternal mortality in
childbirth from 20 per 100,000 births in 1983
to 11 per 100,000 in 1993; and have reduced

deaths from unintentional injuries from 26
per 100,000 in 1984 to 24 per 100,000 in
1993. As a result, we have prolonged the
years of life of New Yorkers from 70 years in
1960 to 75 years in 1993. These
accomplishments of the past provide hope for
the future.

The steady improvement of our
communities” health requires the
commitment of all New Yorkers and
the collaboration of all sectors of our
society.

Together, state and local health departments
must fulfill their responsibility for public
health, and communities must foster alliances
among business and other public and private
organizations to achieve healthy
communities. A new partnership in
community health is emerging, one in which
individual citizens, health care providers,
business, labor, educators, environmental
advocates, other community-based
organizations, and the media all play
essential roles. Such a broad-based,
coordinated approach is especially needed in
these times of increasing fiscal constraints
and highly complex problems that limit the
ability of government agencies to address all
our health needs. With all New Yorkers
working together to improve community
health, the benefits will be greater than the
sum of individual efforts.

The steady improvement of our
communities’ health will require an
unrelenting commitment.

Although New York has made great progress
in improving the health of its citizens, there is
still much to do. Diseases of the heart remain
the leading cause of death among

New Yorkers; New York has the highest
mortality from heart disease in the nation.
Cancer is the second leading cause of death
in New York, and current estimates indicate
that one of every three New Yorkers will
develop cancer in his/her lifetime.
Communicable diseases pose a major threat
to New Yorkers. AIDS, for example, is the
leading cause of death among New Yorkers
aged 25 to 44 years and is still increasing.



Top 10 Causes of Death
New York State, 1993
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There are also major disparities in disease
and death rates among different populations
of New Yorkers. For example, black

New Yorkers continue to have almost a two-
and-a-half times higher infant mortality rate
as white New Yorkers. Also, lung, breast, and
cervical cancers are diagnosed at later stages
among New York City women compared with
women throughout the rest of the state.

Maximizing our health is the goal.

Governor George Pataki and Commissioner of
Health Barbara DeBuono have declared that
good health for all New Yorkers is a
paramount goal. To chart a course to good
health, Commissioner DeBuono asked the
Public Health Council, a statutory body
dealing with public health issues in the state,
to recommend priority areas for public health
action in New York for the next 10 years. The
Council appointed a 19-member committee,
which sought broad community input from
across the state and then recommended
important areas for public health action with
specific objectives for measuring progress
through the year 2006.

In this process, the Committee carefully
reviewed indicators of New York’s current
health status in comparison with those of the
rest of the nation and with the health
objectives that have been published for the
nation in Healthy People 2000 (HP 2000). In
some areas, New York is doing well and in
others, poorly. New York’s mortality rate from
unintentional injuries is 33 percent below the
national rate and already meets the HP 2000
objective for the nation. Ninety percent of
New Yorkers have community water supplies
that meet federal standards, well above the
national proportion of 68 percent and the HP
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2000 goal of 85 percent. However, in the
area of physical activity, only 15 percent of
adult New Yorkers report that they are
physically active, lower than the national
average of 24 percent and much lower than
the HP 2000 goal of 30 percent. Lack of
physical activity contributes to New York’s
high death rate from heart disease.

While the Committee relied heavily on these
health indicators, they also sought input from
a wide variety of other sources. Most
importantly, they heard from communities
across the state. A toll-free telephone line and
Internet access were established to receive
comments from the public. Six regional
workshops were conducted in Albany,
Batavia, Binghamton, New York City, Stony
Brook, and Syracuse during May 1996. Of the
estimated 1,400 participants, approximately
24 percent were health care providers
(individual practitioners and providers from
health organizations, hospitals, and long term
care facilities), 22 percent were local
government officials and staff, 12 percent
were staff from community-based
organizations, 11 percent were educators, 7
percent were from professional health
associations, 5 percent from state
government, 4 percent from advocacy
groups, 2 percent from business, and less
than 1 percent each from labor, Indian
Nations, and the federal government
(affiliation was unknown for 11 percent). All
but two upstate counties were represented by
county public health staff, including 45 of the
58 county public health directors. Participants
expressed what they felt were serious public
health issues, what they saw as the
underlying causes of these problems, and
what interventions were most effective to
deal with their communities’ health problems.
Their comments provided critical information
that largely shaped this report. The
Committee also received input from other
New York agencies, and surveyed other states
for their experience in selecting health
objectives.

This report represents a call to action
for communities to become more
involved in promoting the health of
their residents and an appeal to
individuals to learn how they can
improve their own health and take
action to improve the health of their
community.



This report calls upon state and local health
departments to become champions of a
cooperative, integrated, individual-focused
health strategy (not disease strategy) in
every community. Although health
departments will lead in some efforts, they
will more appropriately be a partner in others,
with communitywide alliances led by
business, nongovernmental organizations or
other government agencies.

Achieving the Greatest
Impact on Health

Focusing on the underlying causes
of disease, rather than the diseases
themselves, can have the greatest
impact on improving the health of
New Yorkers.

Effective interventions that address
underlying causes not only prevent disease
and the associated expense of treating
disease, but also have a multiplier effect by
preventing multiple disease outcomes with
one intervention. For example, being
overweight, which affects 27 percent of

New York adults, is a factor contributing to
multiple illnesses, including heart disease,
stroke, and diabetes mellitus. Decreasing the
prevalence of overweight New Yorkers would
have a major impact on many of the leading
causes of illness and death.

A 1993 study by McGinnis and Foege in the
Journal of the American Medical Association
further illustrates this point. The authors
estimated that approximately half of all deaths
that occurred in 1990 in the nation could be
attributed to external (nonbiological) factors.
Extrapolating these results to New York State
shows that the first three underlying — or
actual — causes of death (tobacco, diet/activity,
alcohol) accounted for approximately 37
percent of all deaths in New York in 1993.
Interventions that decrease these underlying
factors would have a profound effect on the
health of New Yorkers.

Focusing on the underlying causes of disease
is important even for those diseases for
which there is effective therapy, since treating
disease after its onset rarely eliminates its
threat to communities. For example, the
spread of tuberculosis, through conditions of
crowding, poverty, and poor utilization of
medical screening, continues despite the

Actual Causes of Death Estimated
New York State, 1993
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availability of effective therapy for most cases.
Elimination of tuberculosis requires addressing
its underlying causes.

Communities have made much progress in
decreasing some of the leading risk factors for
disease. A good example is the broad-based
community effort to prevent drunk driving.
Among New Yorkers aged 15-24 years, the rate
of alcohol-related motor vehicle deaths declined
from 11 per 100,000 in 1984 to 6 per 100,000
in 1993. This progress was achieved through
multiple efforts, including education by public
health departments, public service
announcements (for example, “Friends don't let
friends drive drunk”), enhanced law
enforcement, and grass roots activities such as
“Mothers Against Drunk Driving” and “Students
Against Drunk Driving.” Another example is the
decrease in smoking rates from 31 percent in
1985 to 21 percent in 1994. This decrease can
be attributed to efforts on many fronts, including
raising cigarette taxes; creating smoke-free
zones in schools, worksites, and public places;
banning certain types of advertising; providing
smoking cessation programs; and physicians’
prescribing aides such as nicotine chewing gum
and patches. Such multipronged approaches
that involve whole communities help to change
social norms and make it easier for individuals
to initiate and sustain behavior change.

Achieving the greatest impact on health
requires action to improve the health of

New York's senior citizens. New Yorkers over
age 65 are among the fastest growing age
groups and are expected to number more than
2.5 million by the year 2010. The special
health concerns of seniors include access to
high-quality, affordable health services,
prevention of disabilities and maintenance of
physical function, and reduction in chronic
conditions such as heart disease, strokes,
diabetes mellitus, and injuries.



New York's leading health problems
result from multiple underlying
causes.

These include behaviors (for example,
smoking, overeating, unsafe sexual practices),
environmental factors (for example, air
pollution, unsafe drinking water), worksite
conditions (for example, toxic exposures, jobs
requiring repetitive motion leading to
injuries), inherited factors (for example,
genetic diseases), and a complex web of
social factors that interfere with individual
choice and access to good medical care and
preventive services. These factors include
unemployment, lack of education, poor
parenting sKills, family disintegration, and
inadequate housing.

Poverty, which has been increasing in

New York, underlies many of the social
factors contributing to ill health. The
proportion of New Yorkers who were below
the federal poverty level increased from 14
percent in 1990 to 18 percent in 1995.
Children under age 18 are disproportionately
affected by poverty, with nearly 30 percent
below the poverty level in 1995. Similarly, the
proportion of New Yorkers who do not have
health insurance has increased from 12

Percentage of New Yorkers Below

Federal Poverty Level

Age 1990 1993 1995
0-17 years 23% 29% 29%
Total 14% 17% 18%

percent in 1990 to 16 percent in 1995.

Many of the disparities in health outcomes
among social/ethnic subpopulations of

New Yorkers are a reflection of economic
differences that interfere with access to and
utilization of medical care and preventive
services. They are also a result of different
social norms leading to more risky health
behaviors, more dangerous jobs, more stress,
and less healthy housing conditions.

Guiding Principles for
Defining the Priority
Areas of Opportunity for
Community Action

The overarching goal of this report is
to focus community attention and
stimulate action in those areas that
can lead to the most improvement
in functional lifespan and reduction
in health disparities among

New Yorkers.

Although we cannot prevent all disease nor
indefinitely postpone death, we can decrease
the premature onset of disease and prolong
healthy life.

The Committee followed several guiding
principles in defining the priority health areas
for community action in this report. These
principles are based on the Committee’s
conviction that improving community health
requires the participation at local levels and
the development of stronger partnerships
among health care providers, community
organizations, state and local health
departments, and all the residents they serve.

Selection of the priority health areas was
guided by the following principles:

1. Local communities can have the greatest
impact on improving the health of their
residents by intervening in the causes of
poor health, rather than focusing on the
health problems themselves. Because an
underlying cause can lead to multiple
health problems, intervening in a few root
causes can have significant effects on
several health outcomes.

2. The greatest improvements in the health of
New Yorkers can be achieved by focusing
on the causes of ill health for which there
are effective interventions that involve the
entire community and the individual.
Effective public health interventions require
community involvement and commitment
to changing social norms. Although health
departments will continue to play
important roles in improving public health
in New York, community involvement is
essential to more general success.



3. New York’s priority health areas must
address those conditions that result in the
greatest morbidity, mortality, disability,
and years of productive life lost among
New Yorkers. Focusing on these conditions
helps to ensure the greatest impact on
improving health.

4. Because community involvement is
essential to successful public health action,
the priority health areas should reflect
problems of greatest health concern to
local communities. The Committee,
therefore, paid close attention to the input
it received from communities during the
regional workshops.

5. Progress in public health should be
measurable through specific, quantifiable,
and practical objectives. However, the
selection of objectives was not limited to
public health problems with available data
for establishing a baseline. For areas where
there are no current data, the Committee
recommends the development of new data
systems.

Input from New York
Communities

The formulation of the priority
health areas in this report was
strongly influenced by input from
New York communities received at
the regional workshops.

These workshops were designed to be
interactive working sessions rather than
hearings, led by professional group
facilitators. (See Appendix A for a summary of
the workshops.) During these day-long
meetings involving residents throughout
New York, participants worked in small
groups and discussed risk factors for poor
health and adverse health outcomes that
they felt to be important in their community.
The following were among the most often
identified community problems:

Risk Factors for Poor Health

« Alcohol and Substance Abuse

« Disintegration of Family/Community
and Loss of Family Values

* Inadequate Preventive Services
* Lack of Access to Health Care

* Lack of Access to Health Education
* Lack of Adequate Health Insurance
» Physical Inactivity

* Poor Nutrition

* Poverty

* Tobacco

* Unsafe Sexual Behavior

* Violent/Abusive Behaviors

Adverse Health Outcomes

 Addictions

 Adolescent and Unintended
Pregnancies

« Cancer (Especially Breast and Lung)
» Coronary Heart Disease

» Domestic and Community Violence,
including Sexual Violence/Abuse

» HIV/AIDS

» Overweight

* Poor Pregnancy Outcomes

* Sexually Transmitted Diseases

» Stress and Mental lliness; Depression,
Anxiety

Participants at the workshops were asked to
discuss public health interventions that were
particularly effective in their community, since
the availability of such interventions was an
important guiding principle for defining areas
of opportunity for community action. One of
the major intervention themes that emerged
was the important role of education (see
chapter on “Education”). The provision of
adequate education has long-term benefits
for both the individual and the community,
and is a strong investment in the future.
Another theme was the importance of
maintaining the public health infrastructure
so that our past and current successes in
community health are not lost through
negligence or lack of continued commitment
of resources (see chapter on “The Essential
Public Health Infrastructure”).

Although special concerns were voiced at the
workshops, there was generally broad
consensus across New York regarding the
leading health problems of communities and
their underlying risk factors. It was clear that
many workshop participants felt there were
programs that have been effective in
addressing some of these problems, but
many people are unaware of what is being
done in their communities. These community



efforts can be better utilized and coordinated
by drawing on the high level of public health
interest and community expertise that was
apparent at the workshops.

Opportunities for
Local Communities to
Improve the Health of
New Yorkers

This report outlines 12 areas of
opportunity where communities can
have the greatest impact on the
health of New Yorkers.

One or more specific objectives to be used as
measures of progress in the next decade are
listed within each area. The target for each
objective was based on several
considerations, including the current status
and recent trends in the problem in

New York, setting a reasonable but
challenging target level for the year 2006,
and national objectives in HP 2000. The
objective should be viewed as sentinel
indicators of how well New York is doing in
achieving healthier communities, rather than
as direct measures of all the important
diseases and causes of death and disability in
New York, which are far more numerous than
the 20 objectives in this report. The 12
selected areas of opportunity are not
intended to be all-inclusive nor to limit
community action; communities with health
problems not covered by this report are
encouraged to take appropriate action.
However, successful action in the 12 selected
areas will result in a reduction in the specific
causes of death and disease that create the
heaviest burden on New Yorkers and
significantly increase the healthy lifespan of
New Yorkers.

The raging epidemic of human
immunodeficiency virus (HIV) in New York
provides an example of how communities
can use this report to achieve the greatest
impact on health. New York leads the nation
in the number of reported AIDS cases, as well
as the number of people infected with HIV, as
indicated by the high prevalence of HIV
among childbearing women. AIDS is now the
fourth leading cause of death in New York

and the leading cause of death among 25-44
year olds. To effectively address this epidemic,
communities must maximize their efforts at
preventing further transmission of HIV. Three
opportunity areas in this report are
particularly relevant to the control of HIV:

+ delaying the onset of sexual activity, the
promotion of safe sex and the distribution
and proper use of condoms that decrease
the sexual spread of HIV (see chapter on
“Sexual Activity”);

+ controling substance abuse and the use of
harm reduction techniques that decrease
the spread of HIV by injection drug use (see
chapter on “Substance Abuse: Alcohol and
Other Drugs’);

+ early counseling and use of anti-retroviral
therapy for HIV-infected pregnant women
that decreases the transmission of HIV to
newborns (see chapter on “Healthy Births”).
By addressing HIV transmission,
communities can significantly decrease the
impact of AIDS on New Yorkers. Like AIDS,
many other health problems that are not
specifically mentioned in objectives in this
report, can effectively be addressed by
focusing on the underlying causes in the 12
priority areas.

The following table demonstrates the
potential impact of successfully implementing
interventions in the opportunity areas in this
report. Addressing the 12 areas can
significantly decrease the 10 leading causes
of death and other major causes of illness
and disability. This approach can improve the
health of different populations, from infants
to senior citizens, mothers, and minorities.

Some of the health disparities among various
populations present special challenges for
communities to identify and address. It is
impractical in this report to define gaps in
health for all subpopulations within
communities. As reflected in the fourth
objective in the priority area “Access to and
Delivery of Health Care,” each community
must identify its own populations with special
health problems and create appropriate,
measurable objectives. As one of the major
“gateways” into the country for immigrants,
New York includes many foreigh-born
residents. Where necessary, interventions to
improve their health will require
consideration of their language and cultural
patterns of behavior and health care.
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Communities Can
Achieve Improved Health

Through broad-based collaboration,
communities can achieve the
objectives presented in this report.

Previously mentioned examples of successes
include community actions to prevent drunk
driving and decrease cigarette smoking.
Another example of a community pulling
together to make a difference is Cortland
County’s ZAP or ZERO Adolescent Pregnancy
effort. This is a coalition of community
energies, led by the Cortland County Health
Department, the YWCA, and the Cortland
Youth Bureau. The coalition’s 10 year
objective is to reduce by one-third the number
of teen pregnancies in Cortland County. From
1990 to 1993, the rate of teenage pregnancy
in Cortland County dropped by almost 26
percent. Currently, the number of teenage
pregnancies in Cortland County is the lowest it
has been in 20 years. This decrease coincides
with the efforts of the ZAP Coalition which
began in 1991. They include:

* providing a Lunch 'n Learn series entitled
“How to Talk With Your Kids About Sex” at
various Cortland work places;

* training clergy and religious education
leaders so that they may provide sexuality
education in their faith communities;

« training teens (ZAP - PEERS) in
communication and resistance skills so that
they can do panel presentations in schools
and the community;

* providing teachers with graduate training in
abstinence-based curricula;

+ working with foster care, Liberty Partnership,
and alternative high school youth to
postpone sexual intercourse and pregnancy;

* encouraging the postponement of initial
sexual intercourse among never married
preteens and teens;

* providing free-of-charge birth control
services to high school aged youth who
become sexually active; and

+ working extensively with the media to
create a community awareness of the
problems associated with teen pregnancy.

Successful action in each of the priority health
areas will require a broad community
approach that enlists the active support and
participation of many types of community
players. For each of the 12 areas of
opportunity, this report includes examples
showing how different groups — whether they
be colleges and universities, community
based organizations, government, health care
providers, the media, schools, or worksites —
can each play an essential role. Activities of
these different groups can reinforce each
other and contribute to broad community
goals. For example, school health education
by itself will not accomplish very much if
children are bombarded with conflicting
messages outside the classroom. Businesses
can contribute to every objective, not just
those dealing with occupational hazards. The
activities that are suggested in this report are
intended to be illustrative examples and to
encourage creativity for developing action
plans appropriate to the local community. A
particular community group may want to
engage in one or more of the activities
identified in this report or may want to
develop its own approach.

Multipronged cross-section approaches take
time to develop and coordinate. They require
a strong, supportive public health
infrastructure and the commitment of new
resources. In these times of fiscal constraint,
state and local government and community
groups must be vigilant in the use of limited
available resources in the most cost-effective
manner, develop new funding support where
possible (for example, government grants,
private foundations, charitable organizations,
business), and make optimal use of volunteer
and citizen action groups.

The key to improving the health of

New Yorkers is the “community” in
“‘community health.” We all must know and
understand what health is, and how health
risks affect us. The participation of the
community is vital to appropriate assessment,
program planning, and targeting of resources,
and provides a strong advocacy base for
community health.

Taking Action

This report represents a beginning in the
important process of improving the health of
all New Yorkers. The most critical steps are



yet to come, that is, the mobilization of
communities to implement the necessary
actions and changes to reach New York’s
health goals. For the purpose of this report,
“‘communities” can be considered to be

New York counties, although in certain
regions of the state, several counties with
similar public health challenges may develop
a multicounty “‘community” approach, and in
other regions, neighborhoods within one
county may focus on different public health
challenges.

A great deal of community planning and
partnership development has occurred in
New York. The hope is that this report will
help communities continue to build on
previous accomplishments. Recognizing that
the state and local health departments
cannot effectively do this job alone, and that
broad-based, concerted community effort will
be needed, the Committee recommends the
following action steps.

Community Level Action
1. Select a convener.

The best efforts risk failure if they are not
properly supported with appropriate local
organization. The local convener/facilitator
should have the skills, funds, tools, and
community support necessary to fulfill this
role. Local health departments are one
logical choice as convener, but
communities may find others well suited to
serve in this role.

2. Convene a local planning group.

If whole communities (the public, the
voluntary sector, private enterprise, and
government) are to be fully invested in
reaching these health goals, coordination
and collaboration will be needed. Local
planning groups, composed of key
stakeholders within the community, should
generate and organize intervention
strategies within communities. Participation
must extend beyond those traditionally
involved in health care issues, to represent
the full diversity within communities, since
every member of the community has a
role to play and tangible benefits to gain.

3. Gather information for informed decision
making.

Communities need good information for
decision making. They must have access to
meaningful data and the means to

transform the data to meaningful
information in order to develop local
performance standards, evaluate the
effectiveness of local intervention
programs, and measure progress toward
local objectives. All citizens have a role to
play and a story to tell about the
community as they know it. These stories
provide meaningful insights into the
community’s health practices, health
beliefs, and care-seeking behaviors. Use of
this information has the following benefits:

+ the ability to achieve a solid assessment
of the community, based not only on
objective data, but also on the various
points of view represented in the
community;

+ the increased likelihood of formulating
realistic community expectations for
what can be accomplished; and

+ an expanded advocacy for health issues
within the community.

4. Develop locale-specific intervention
strategies .

New York has a large and diverse
population. It is important to recognize that
effective interventions will vary among
communities, and that strategies should be
tailored to local population groups.
Furthermore, public health problems vary
across the state, and priorities differ from
region to region. Localities will have to
reach consensus on which objectives are
most important to their particular
community.

5. Decide who will do what.

All of the players will have to decide what
role they can play in working most
effectively toward these objectives. In some
cases, the simple act of better informing
communities of existing programs may
have a big impact. In other cases, forming
stronger linkages among stakeholders with
common objectives may move the
community toward achievement. In still
other cases, new action plans may have to
be formulated and/or resources shared.

6. Monitor progress.

Armed with timely information, and using
the eyes and ears of its members to extend
its monitoring, local planning groups can be
well prepared to follow their communities’
progress. Progress toward milestones will
have to be evaluated, and expectations

11
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readjusted, as necessary. Throughout the
process, barriers to progress must be
examined and systematically addressed.

State Level Action

Although improving the health of all

New Yorkers requires a structured, purposeful
process on the local level, there is also an
essential role for the state in assisting local
communities in taking action in the priority
health areas.

1. Develop better monitoring and data
systems.

Monitoring progress in improving
community health requires community-level
information. Since most health data
systems are maintained at the state level,
the State Health Department, in partnership
with localities, should assess current gaps in
health data and provide localities with
information that is easily accessible, timely,
responsive, and useful. All communities
must be involved in designing data sets
that are meaningful and that reduce
redundancy (for example, duplicate case
reports). Data handling expertise within the
private sector can help in the development
of optimal data systems. We must have the
means to know how generalizable data are
because it will be impossible to collect all
data in all communities.

Specifically, there is a need for the following
types of information:

» Knowledge, attitude and behavior surveys
that yield information at the county,
school district or community level. There
are gaps in data currently available to
communities about the knowledge,
attitudes, and behaviors of local residents.
The Youth Risk Behavior and Pregnancy
Risk Assessment Monitoring Surveys, for
example, currently include only the
counties outside New York City. The
Behavioral Risk Factor Surveillance System
(BRFSS), which collects valuable
information on behaviors associated with
chronic diseases, is only available at the
state level, and is of limited use for county
and subcounty needs assessments.

» Community-level information on the
quality of life, especially with regard to the
elderly. Functional status indicators,
indicative of well-being and quality of life,

need further development. Expansion of
the BRFSS, to collect such information
below the state level, is recommended.

Better collection and use of occupational
health and safety data. These data are
currently collected by several agencies,
have limitations, and are not utilized as
much as they might be. For example,
health planners may be able to make
better use of existing Workers’
Compensation and Bureau of Labor
Statistics information.

Mental health indicators. Regional
workshop attendees frequently mentioned
poor mental health as a problem in their
communities. However, population-based
information on the occurrence of many
mental conditions, such as depression and
anxiety, is incomplete. Indicators of the
overall emotional health of the population
are lacking.

Ambulatory care information. The
Statewide Planning and Research
Cooperative System (SPARCS) provides
useful data regarding conditions for which
people are hospitalized. However, as more
conditions are handled in the outpatient
setting, information on hospitalizations
becomes less helpful for assessing
community health. A system for the
collection of ambulatory care data should
be developed, providing information
useful for both state and local assessment.

. Dedicate the necessary resources to ensure

adequate capacity at the local level.

Effective collaboration requires use of
resources to plan and coordinate efforts.
The State Health Department must make
funds available through local health
departments for community health
assessment and formulation of strategies
for action. This would ensure that each
community receives baseline support for
its efforts. However, past public health
successes must not be jeopardized by
diversion of resources. New York cannot
afford to dismantle the systems that are
currently successfully battling public health
problems.

Improving the capacity at the local level for
policy development can also assist
communities to reach their health
objectives. Possible steps include:



« training and research initiatives that pair
agencies with colleges and universities;

* use of newer communications
technologies such as satellite learning;
and

- state aid incentives.

3. Develop performance measures.

Performance measures are needed to
evaluate the effectiveness of public health
interventions on both the state and local
levels. Performance measures may be

either outcome measures or process/
systems measures. This information can
then be used to develop a state and local
“report card” on progress.

. Establish a public health intervention

clearinghouse to assist localities in sharing
their experiences and learning from each
other.

Communities that have successfully
improved the health status of their
residents should be showcased, and their
success stories shared.

13



The Essential Public Health Infrastructure

This report emphasizes the
importance of community action, as
opposed to government action
alone, in promoting the health of
New Yorkers. As a result, some
aspects of public health in which
government plays a leading role (for
example, ensuring a safe and healthy
environment and maintaining
surveillance for and control of
infectious diseases) are not presented
as priority areas for community
action in this report. Government, as
an important component of the
public health infrastructure, must
continue to meet its responsibilities
in all areas of public health.

One of government’s primary responsibilities is
the protection and promotion of the public’s
health. Public health services include the
control of infectious disease outbreaks, the
provision of a clean and safe environment,
oversight of appropriate standards for
environmental and occupational exposures,
protection against avoidable injury and
disability, assurance of quality health care,
provision of public health laboratory services,
education of the public about and promotion
of healthy lifestyles, and response to disasters.
State and local health departments, and all the
programs that they support, are the main
components of the public health infrastructure
that fulfills these many responsibilities.

To be effective, this infrastructure must include
both the personnel and technological tools to
support all important public health functions.
Personnel must be well trained, motivated,
and paid to perform these vital functions, and
include a wide array of professionals: doctors,
nurses, epidemiologists, statisticians,
computer programmers, nutritionists,
sanitarians, engineers, lawyers, behavioral
scientists, members of the media, public
laboratorians, researchers, public affairs
experts, managers, and volunteers. These
personnel must be present at both the local
and state level to respond to health problems
in the population. Technological tools include
computers and commmunications equipment,

laboratories, and environmental monitoring,.

Maintaining and improving drinking water
quality is an example of one of the critical
functions of the public health infrastructure.
All New Yorkers depend on a safe water
supply. While the advent of water treatment
stopped the spread of cholera eatrlier this
century, hazardous chemicals and newly
emerging pathogens continue to threaten the
safety of public drinking water. Groundwaters
can be contaminated with hazardous
chemicals resulting in long-term exposures to
potential cancer-causing substances, while
microbial contamination continues to be a
concern for surface water supplies. Recent
waterborne outbreaks of giardiasis and
cryptosporidiosis dramatically reminded
public health officials of the need for constant
vigilance of our drinking water delivery
system. State and county health departments
must provide comprehensive water quality
monitoring and surveillance and assure that
water suppliers provide effective treatment,
operations, and maintenance. Watersheds
and wellheads must be protected through a
cooperative effort among health and
environmental agencies, local municipalities,
water suppliers, local business and industry,
and the consuming public.

Participants at the community workshops
throughout New York affirmed their strong
support for maintaining and improving the
public health infrastructure and their concern
over the obvious danger in dismantling
successful public health programs. New York’s
recent experience with tuberculosis illustrates
this danger. In the 1970s, tuberculosis was

Public Health Infrastructure:
Foundation for 12 Priority Areas of
Opportunity for Improving Community
Health

Access to Education Healthy Mental
Health Care Births Health
Nutrition Physjcal Safe Work Se)fulal
Activity Environment Activity
Substance nintentional

Tobacco Violence

Abuse Injuries

Public Health Infrastructure




considered to have been brought under
control. In the 1980s, partly as a result of the
erosion of support for tuberculosis
surveillance and control, tuberculosis
emerged as a major public health problem.
Advances in immunization, food and water
safety, and communicable disease control
could be similarly negated if current public
health activities are not maintained.

In The Future of Public Health, the Institute of
Medicine identified the three core functions of
public health agencies as assessment, policy
development, and assurance. The activities
within these three areas are the essential
foundation on which public health is built and
on which New York’s communities will
depend to help them reach the specific
objectives in the 12 priority areas in this
report.

Assessment

State and local health departments must
continue to systematically collect, analyze,
and make available information about the
health of their communities, including
information on health status, community
health needs and resources, and
epidemiologic and other studies of current
local health problems. Assessment also
includes the identification of those areas
where better information is needed,
especially information on health disparities
among different subpopulations, quality of
health care, and the occurrence and severity
of disabilities in the population. Meeting the
need for public health information requires
further development of electronic systems for
efficient transfer of data while still
maintaining individual patient confidentiality,
state-of-the-art laboratory services for the
identification of both infectious and
noninfectious threats to the public health, and
valid measures of public health progress in
meeting the health objectives of the state.

Policy development

Another responsibility of state and local
health departments is to develop sound
public health policies based on scientific
knowledge. Health agencies are also
responsible for addressing public health
problems with proven interventions,
evaluating new interventions with valid and
credible methods, and responding to
disasters.

Assurance 15

The public depends on government to assure
that health care and education are of the
highest quality and that laws and regulations
that protect health are enforced. Public health
agencies have a responsibility to help
coordinate health care services, monitor the
quality of those services, identify underserved
populations or regions of the state, provide
health services when not available otherwise,
promote the highest quality of care
throughout the state, and promote healthy
behaviors and a safe environment.

Supporting a strong public health
infrastructure requires commitment to
continued public funding and to maintaining
well-trained public health personnel. Last
year, the New York State Public Health
Council concluded, “Fewer than one-fourth of
the local health departments have a high
capacity to provide essential services, and
only about half have better than a limited
capacity to do so. .. An examination of
critical health status indicators in New York
State suggests that an increase in resources
for population-based public health services is
urgently needed.” Public health agencies can
play an important role in supporting the
infrastructure by aggressively pursuing
needed funding through legislative action
and other private and public funding sources.
They must also work to ensure that available
resources are optimally utilized to promote
and protect the community’s health and that
public health professionals have the right
skills to work in the current changing health
field. For example, the public health
workforce needs skills in performance
measurement, working with communities,
and assessing and working with managed
care organizations.

A strong infrastructure is essential not only
for maintaining the public's general health,
but also for reaching the specific objectives in
this report. Supporting state and local health
departments is in every New Yorker’s best
interest. To respond to future challenges,
New York must strengthen the capacity of
health departments to carry out essential
public health activities, support disease
surveillance systems (many of which go
beyond the limited number of objectives in
this report), continue funding for current
effective public health efforts, maintain
vigilance against attempts to weaken
legislation that effectively protects the public’s



health, and incorporate modern technology
for faster information processing and better
interagency and community communications.

In short, New York needs a strong public
health infrastructure, because it is essential to
our future health.



Priority Areas of Opportunity for
Improving Community Health

Access to and Delivery of Health Care
Education

Healthy Births

Mental Health

Nutrition

Physical Activity

Safe and Healthy Work Environment
Sexual Activity

Substance Abuse: Alcohol and Other Drugs
Tobacco Use

Unintentional Injury

Violent and Abusive Behavior
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Access to and Delivery of Health Care

Objective

By the year 2006, decrease the percentage of New Yorkers who are unable to see a doctor because
of cost to no more than 7 percent (baseline: 13.7%, BRFSS, 1994).

Objective

By the year 2006, increase the percentage of New Yorkers receiving age- and sex-appropriate
preventive health services, as measured by a preventive health services index (see Appendix B), to
at least:

75 percent for men 18-49 years old (baseline: 51.8%, BRFSS, 1993;

90 percent for men 50+ years old (baseline: 80.2%, BRFSS, 1993);

75 percent for women 18-49 years old (baseline: 53.0%, BRFSS, 1993);
65 percent for women 50+ years old (baseline: 38.7%, BRFSS, 1993);

90 percent for two-year old children (baseline: 58%, Retrospective
Kindergarten Study, 1994);

85 percent for women giving birth (baseline: 68.2%, Vital Statistics,
1994).

Objective
By the year 2006, increase access to ambulatory health and dental services so that:

» The number of hospitalizations for asthma for children aged 0-14 years
is no more than 290 per 100,000 children (baseline: 581 per 100,000,
SPARCS, 1993).

The number of hospitalizations for otitis media (middle ear infection) for
children aged 0-4 years is no more than 100 per 100,000 children
(baseline: 190 per 100,000, SPARCS, 1993).

The number of lower extremity amputations due to diabetes mellitus is
no more than 5 per 1,000 diabetics (baseline: 6.9 per 1,000 diabetics,
SPARCS, 1993).

The proportion of children free of dental caries is increased to more than
75 percent for 6-8 year olds and 50 percent for 15 year olds (baseline:
not available statewide; data system to be developed; national baseline:
47% for 6-8 year olds, 22% for 15 year olds, National Survey, 1986-87).

Objective

By the year 2006, reduce the disparities in cultural, financial, and system barriers to accessing and
receiving health care for members of special populations at the community level. (Measures to be
determined at community level.)




Rationale

Lack of access to primary care results in poor
health status outcomes. Primary care,
including prenatal care, provides a prime
opportunity for prevention education, early
detection, early treatment, and referral to
other needed health and social services.
Sustained contact with a primary care
provider eases the effects of long-term
chronic conditions as well.

Three commonly identified barriers to access
are:

* financial barriers—inadequate resources to
pay for health care;

« structural barriers—insufficient primary care
providers, service sites or service patterns;
and

* personal barriers—the cultural, linguistic,
educational, or other special factors that
impede access to primary care.

Improving and sustaining access to high-
quality, continuous primary health care and
treatment services are critical to eliminating
disparities in health outcomes and in the
achievement of many of the public health
priorities that have been identified. The
hallmarks of success will be prevention, early
intervention, and continuity of care through a
“medical home” for every New Yorker.
Success also depends on the actual delivery
of appropriate health services, which requires
that practitioners be knowledgeable about
and practice good preventive medicine.

Size of the Problem

Financial Barriers to Care

The most significant financial barrier to health
care is the lack of health insurance. In 1990,
12 percent of New Yorkers were uninsured.
By 1995, that percentage rose to 16 percent.
Approximately 2.9 million New Yorkers had
no health care coverage in 1995. The
problem is worse in urban areas, where 21
percent of the urban population has no
coverage. The young are disproportionately
affected. More than 25 percent of young
adults do not have health coverage and 14
percent of children under 18 lack coverage.
The uninsured rate for children rose during
that period from 9.5 percent in 1990 to 14.1

percent in 1995, despite the availability of 19
Child Health Plus (New York’s low cost health

insurance program for the uninsured and

underinsured) and a 3.4 percent expansion in

Medicaid.

Insurance Coverage by Age and
Type of Coverage

New York State 1990-1995

Insurance Percent
Coverage Covered

1990 1993 1995
Public

0-17 years  21.2% 25.8%  25.7%
All Ages 233 25.7 26.7

Private
0-17 years 69.2 63.3 60.2
All Ages 64.4 60.4 57.3

Uninsured
0-17 years 9.5 10.8 14.1
All Ages 12.3 13.9 16.0

Source: Current Population Survey

Being uninsured and being unemployed are
not necessarily synonymous. The uninsured
are comprised of several different
populations, including employees of firms
that do not offer health insurance benefits,
their dependents, the unemployed, and part-
time and seasonal workers. The growing
majority of all uninsured residents of the state
are employees and their dependents who
have lost private insurance coverage.

Oral health care services are an essential
component of primary care. Poor oral health
affects the ability to eat, speak, and be free
from pain and infection. Preventive dental
services are highly effective. Unlike medical
services, the primary payment source for
dental services is out-of-pocket. It is estimated
that less than 45 percent of New Yorkers
have some Kind of dental insurance
coverage. Dental insurance plans are difficult
to purchase and even when available, tend to
provide coverage for only a limited number of
procedures. A study conducted by the Office
of the Inspector General to examine the
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access and utilization of dental services in
1992 under the New York State Child/Teen
Health Plan, a comprehensive and preventive
health care program covering all Medicaid
children from birth to 21, found only 18
percent of all eligible children received
preventive dental services. Not only was this
lower than the national total of 20 percent,
but it was also lower than that of other
northeastern states. The problem of
delivering dental services to the poor is
further compounded by the absence of a
network of public health clinics. More than
95 percent of the providers are solo
practitioners and only a small proportion of
them participate in the Medicaid program.

Lack of health insurance limits access to
quality, timely, cost-effective health care.
Primary and preventive care averts many
diseases and allows timely interventions for
illness, injury, and developmental delay. For
many New Yorkers, hospital emergency
rooms serve as the only source of medical
care, and frequently primary prevention is
forgotten in these acute settings. The
uninsured use fewer primary care visits than
insured individuals, but remain hospitalized
longer than their insured counterparts,
reflecting a more advanced stage of illness on
admission. Lack of coverage results in limited
access and deferred care, which in turn leads
to increased severity of illness and higher
costs when services are used. The Behavioral
Risk Factor Surveillance Survey indicates that
in 1994, 14 percent of New Yorkers were
unable to see a physician due to the cost.

Structural Barriers to Care
Underserved Communities

Many communities in New York State,
especially rural and inner-city areas, are
considered underserved. There are 105

Lack of Access to a Physician Due to Cost

New York State, 1991-94
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you needed to see a doctor, but could not because of the cost?"

federally designated primary care shortage
areas in New York State with more than 3.8
million people residing in these areas. The
federal designation is based on access to
primary care physicians, low birthweight
rates, and poverty levels.

Access to primary care in rural areas is
especially variable. Providers are usually
clustered in small communities, but are caring
for residents scattered over large geographic
areas.

This factor makes the development and
support of primary care services a continuous
challenge, one that is exacerbated by the
deepening fiscal problems of rural health
facilities and by the lack of health personnel.
Rural communities have half as many
primary care physicians per capita as urban
areas of the state.

Unmet need for primary care is also
measured by the frequency of hospital
admissions which could be avoided with
adequate ambulatory treatment. High rates of
hospitalizations for conditions such as high
blood pressure, asthma, diabetes, and otitis
media (middle ear infections) are indicators of

Asthma and Otitis Media Hospital

Discharge Rate
New York State, 1990-93
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problems with access to or utilization of
primary health care. While pediatric
admissions for otitis media are declining
slightly, pediatric asthma hospitalizations are
increasing. The rate of amputations due to
diabetes is also increasing, indicating poor
control of diabetes.



Lower Extremity Amputations Due to
Diabetes

New York State, 1990-93
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Prenatal Care

Early entry into prenatal care is one of the
benchmarks for measuring access to primary
health care services for pregnant women, and
one which is strongly related to healthy birth
outcomes. Currently, New York State falls far
short of the HP 2000 goal of 90 percent first
trimester entry to care. The state rate in 1994
(provisional data) stands at only 68.2 percent.

Structuring Care Appropriately:
The Need for Quality and Continuity
of Care

The provision of comprehensive, continuing
and individualized care is an essential
element in controlling chronic diseases and in
developing key self-care skills. Diabetes care
can be used as an example. Standards of care
recommend semi-annual testing of
glycosylated hemoglobin levels and foot

inspections at every visit. A population-based
assessment of the level of care for persons
with diabetes (Behavioral Risk Factor
Surveillance System diabetes module, 1994)
found that although 70 percent of people

with diabetes reported at least one visit to a

health care professional in the preceding

year, only 20 percent reported that their

blood glucose had been checked at least
once, and about 61 percent reported that

their feet were inspected at least once.

Dilated eye examinations are necessary to
detect visual damage common in diabetics;
only 66 percent reported having had a
dilated eye examination within the past year.

Taken together, these data help explain the

high incidence of diabetes complications.

The number of children and adults receiving

age- and sex-appropriate screenings at the
recommended intervals is unknown because

there is currently no comprehensive data
source available. For the purposes of

estimating the occurrence of age- and sex-
appropriate screenings, a Preventive Health

Services Index was formulated. (See Appendix

B.) This index indicates that:

+ 51.8 percent of all males age 18-49 years
old reported receiving appropriate
screenings, a slightly lower percentage than
the 53 percent rate for women in the same
age group;

+ 80.2 percent of males and 38.7 percent of

females in the 50+ age group reported
receiving age- and sex-appropriate
screenings;

Populations Receiving Age-Sex
Appropriate Preventive Health
Services
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+ 58 percent of all two year olds are
appropriately immunized; and

* 68.2 percent of all pregnant women receive
prenatal care in the first trimester.

Information from the Child/Teen Health Plan
indicates that about 85 percent of Medicaid-
enrolled children received age-appropriate
medical screening services. These data,
however, are based on claims data, and
assume that if the visit were claimed, all
required components and screenings were
performed. The data also assume that all
children enrolled in Medicaid managed care are
screened appropriately.

Personal Barriers to Care

Personal barriers to care may be the hardest to
overcome. The characteristics of individuals and
various groups, such as language, cultural
values and norms, educational level, and
personal circumstance, may impede access to
needed care and result in above-average rates
of disease, disability, and death.

Personal barriers to care may be aggravated by
a health workforce that is not culturally
competent. While minorities comprise only 8
percent of the physician workforce, they
represent 25 percent of the population of New
York. Studies have shown that black and
Hispanic physicians are more likely to practice
in underserved communities. In addition, these
physicians are more likely to be capable of
providing the culturally competent care needed.

Disparities in Health
Outcomes

Disease does not affect all segments of society
equally. Some groups suffer illness more often
and die at higher rates than others. Disparities
often result from the interplay of financial,
structural and personal issues like
socioeconomic conditions, culture, language,
and education. Frequently cited problems
creating disparities include:

* lack of knowledge of health care resources
and how to access those resources;

+ geographic inaccessibility;

+ lack of transportation, especially in rural
areas and where children or the disabled
must be transported;

* lack of support services such as child care
and respite for caregivers of sick family
members;

» lack of cultural sensitivity or competence on
the part of providers;

» clients being intimidated by the system,
especially if there are language difficulties or
there is a requirement for patients to
complete paperwork;

+ confusing or conflicting information;
* perceived racism, sexism, or homophobia;
* perceived confidentiality issues; and

 piecemeal services that require multiple
visits to the provider.

An example of health disparity is the high HIV
prevalence among the poor. Using several
sociodemographic indicators, a 1990 study
found that zip code areas in New York City
with the highest number of hospital drug
discharges and low birthweight births, both
strongly associated with poverty, had the
highest HIV prevalence. Another study
compared areas of need for HIV services and
found that zip code areas identified as being
in highest need of HIV prevention and HIV-
related medical services were far more likely
to be areas with low median incomes.

Certain special populations present unique
access issues which make them particularly
vulnerable to poor health outcomes. Migrant
and seasonal farmworkers, as just one
example, have unique difficulties in accessing
and sustaining their contact with the health
care system. The average lifespan of a male
migrant farmworker is 49 years, as opposed
to 75 years for the rest of the male
population. Medical problems in migrant
farmworkers often reach very serious levels
before health care is sought, and the migrant
must often move on before care is completed.
Because there is little continuity to their care,
complications from poorly controlled acute
and chronic conditions are very common in
this group.

Interventions

Lack of access to quality primary health care is
a multifaceted problem which must be
addressed at the national, state, and local
level.

Role of the Federal Government

Federal efforts to improve access to primary
health care include funding for community
and migrant health centers as well as



scholarship and loan repayment programs for
health care providers, all targeted to federally
designated shortage areas.

Role of State Government

New York State must remain committed to
reducing access batriers and enhancing the
quality of health care. The goal of universal
access to comprehensive, high-quality,
sustainable health care for all New Yorkers,
beginning with children, is attainable and
affordable.

In the interim, current efforts that should be
retained or strengthened include:

 improving primary care services for the poor

through quality Medicaid-managed care
(Managed care has the potential to
substantially improve access to care for
Medicaid eligible patients. However,
Medicaid managed care in itself will not
eliminate all of the access and disparity
issues that are facing New Yorkers.);

+ state-subsidized insurance programs for the
uninsured, such as Child Health Plus;

* primary care initiative grants to expand and
improve primary care services;

« rural health network development grants;

* service-obligated scholarship and loan
repayment programs to primary care
practitioners who agree to practice in
underserved areas;

+ physician and dentist recruitment programs,
including grants to increase minority
recruitment into medicine and dentistry;

« technical assistance to underserved
communities;

« fostering dental heath education and
promotion by expanding school-based
health programs;

+ eliminating administrative barriers for
providers to increase the availability of
dental services, especially school-based
dental services.

Many underserved communities require
continued support to develop service delivery
networks including oral health services and to
attract culturally competent health care
providers. The Robert Wood Johnson
Foundation-funded “Practice Sights” initiative is
an example of helpful technical assistance;
communities are assisted in accessing all
available resources to support primary care
development.

New York State must also maintain its 23
commitment to the quality of health care

available to New Yorkers. New York’s goal

should be that each individual receive

preventive, primary, and treatment services

that are age- and condition-appropriate,

according to recognized standards of care.

Role of Local Communities

Localities have a role to play in addressing
access issues, as well. Access issues are felt
most acutely on the local level, and localities
must invest in solving access problems. Local
actions may include:

+ systematic assessment of needs, resources
to meet identified needs, gaps in services,
and barriers to access, followed by locally
appropriate solutions;

+ forming alliances with the medical
community to include physicians, hospitals,
insurers, dentists and dental hygienists, and
other health care providers for delivering
services;

« initiation of services in underserved areas;
» promotion of available services;

+ arraying or combining services to minimize
duplication, travel, and complicated
arrangements;

+ changing or expanding service hours;

+ installing toll-free numbers to facilitate
appointment taking;

+ adding or arranging transportation and child
care;

 improving access for the handicapped;
« offering incentives for participation;

+ developing local responses to the uninsured
or inadequately insured;

+ developing cultural competence and second
language skKills in staff;

+ seeking culturally diverse staff;
and finally, and perhaps most importantly,

+ developing local networks that enable
consumers to benefit from coordinated,
multipronged local approaches to health
and social issues that impact on health.

Public/private partnerships are essential to
support availability of health services, educate
the community about health resources, and
remove barriers to care.



Examples of Multipronged Strategies for Increasing
Access to and Delivery of Health Care

Business/Worksites

Educate workers about the importance of preventive care.

Consider access and quality of primary and preventive health care in selection of employee
insurance plans.

Enlist insurers in providing employees with adequate information and education on preventive care
issues and when to access health care.

Whenever possible, make insurance benefits available to all full- and part-time employees, either
through the company or in communitywide plans, such as those sponsored by chambers of
commerce.

Ensure that part-time or lower paid employees have access to written information on Child Health
Plus and other government-sponsored insurance plans for the uninsured and underinsured.

Select insurers and managed care plans that include preventive services in their benefits, measure
the extent to which they are delivered, inform enrollees of their status with regard to preventive
services, provide services at convenient hours, and provide practitioners with administrative
supports.

Colleges and Universities
Prepare practitioners to take responsibility to ensure their patients receive the services they need to
keep themselves and their communities healthy.

Prepare practitioners who are able to implement appropriate preventive care recommendations.
Shift the focus from hospital-based to comm